INTRODUCTION
Soft tissue sarcomas represent a heterogeneous group of mesenchymal tumors with variable clinical behavior and prognosis [1] . As a result, the treatment modalities of soft tissue sarcoma are increasingly subtypespecific. There are big challenges for the oncologist in treating patients with rare subtypes of soft tissue sarcoma, since adequate instructive data from clinical trials or even coherent studies are not available to guide rigorous evidence-based treatment [2] . Hemangiopericytoma was firstly named by Stout and Murray in 1942 . It derives from pericytes around capillaries and postcapillary venules, thus, this tumor can be found in any sites of human body that contain capillaries [3] . The term "hemangiopericytoma" has been retired; tumors diagnosed as hemangiopericytoma in the past are now called solitary fibrous tumor (SFT) [4] . SFT is one of the most commonly misdiagnosed soft tissue sarcomas in clinic because of its unspecific initial clinical presentation. Moreover, accurate pathologic diagnosis of SFT is also a challenge, because up to 15% of all soft tissue sarcomas can have SFT-like pathologic characteristics [5] .
Our previous study investigated head and neck (HN) SFTs and found that a treatment protocol emphasizing the surgical removal of the tumor as the first-line treatment, tumor size > 5.0cm, poor pathologic differentiation, deep tumor location and non-surgical treatment were independent adverse prognostic factors for HN SFTs [6, 7] . www.impactjournals.com/oncotarget Currently, only case reports and retrospective series have been reported with relatively small of study population from variety of tumor location. Given the rarity of this tumor, information is still sporadic regarding their unique demographic, clinicopathologic, prognostic and biologic characteristics. Oncologists around the globe have limited management experience, resulting in heterogeneity of treatment paradigms and prognosis.
We speculate that a large nationwide populationbased patient cohort may provide an opportunity to evaluate trends in demographic features, clinical presentation, patient characteristics, diagnosis, treatment modalities and prognostic factors of SFT. To better characterize unique demographic features, clinicopathologic characteristics, treatment outcome and prognostic factors of SFT, we carried out a comprehensive analysis of all patients with SFT registered in the Surveillance, Epidemiology, and End Results (SEER) public-access database collected from various geographic areas in the United States from 1973 to 2012.
RESULTS
The demographic and clinicopathologic characteristics of 613 SFT patients with diseasespecific survival status A total of 613 patients with diagnosis of SFT were found in the SEER database with SFT-specific mortality spanning from 1973 to 2012. The median follow-up time was 86.8 (range, 1-478) months. Gender distribution was almost equal between males and females (45.4% and 54.6%, respectively) and a peak incidence occurred during the fifth decade of life. Majority of SFT occurred in white people. About half of the tumors registration came from the Pacific coast. Approximately, one third of SFT cases originated from thoracic, abdominal and pelvic cavity (TAPC) and one-half of SFT cases were classified as SEER stage regional tumor. Surgery was the most common treatment modality and 49.4% of cases were treated with surgery alone. Most of the tumors were pathologically unclassified SFTs and they accounted for nearly 70% of cases. The baseline characteristics of 613 SFT patients are summarized in Table 1 .
Disease free survival (DFS) and cox proportional hazards regression analysis
Kaplan-Meier analysis was performed for time-toevent analysis for DFS. The 3-year DFS, 5-year DFS, 10-year DFS, 15-year DFS were 73.3%, 65.7%, 53.3% and 45.9%, respectively. Significant DFS differences were found depending on age (P = 0.000), marital status (P = 0.000), SEER stage (P = 0.006), tumor location (P = 0.000), treatment modality (P = 0.000) and pathologic grade (P = 0.001) (Figure 1) . A Cox proportional hazard model was performed to identify prognostic variables for DFS. In the univariate Cox regression analysis, the age > 51 years (P = 0.000; HR = 2.341; ≤ 51 years -as reference Figure 1) . More than 80% of SFT cases occurred in white people and only 8.8% in black people. Half of the cases came from the Pacific coast, 220 cases from east, 128 cases from the northern plains and 53 cases from southwest. In total, 35.3% of tumors originated from TAPC, 24.5% from CNS, 19.9% from HN region and 16.2% from extremity. According to SEER stage classification, 48.3%, 18.9% and 13.9% patients were classified as localized, regional and distant metastasized SFTs. 87.6% patients treated with surgery included treatment modalities. Only 244 SFT patients had defined pathologic grade data. The median follow-up period was 85.6 (range, 1-478) months. The baseline characteristics of 801 SFT patients with OS status are presented in Table 1 . 
OS and cox proportional hazards regression analysis
The 3-year OS, 5-year OS, 10-year OS and 15-year OS rates were 71.9%, 63.3%, 47.3% and 38%, respectively. Significant OS differences were identified depending on age (P = 0.000), marital status (P = 0.000), CHSDA region (P = 0.006), tumor location (P = 0.006), AJCC stage (P = 0.003), SEER stage (P = 0.027), treatment modality (P = 0.000) and pathologic grade (P = (Tables 2 and 3) .
DISCUSSION
According to the current investigation, incidence rate in gender is almost equal for DFS and slightly higher in female for OS. There is no statistically significant predominance in any gender. In survival analysis, remarkable difference was neither identified in DFS, nor in OS (P = 0.786 and P = 0.833, respectively, Supplementary  Figure 2) . In most of the previously published case series, the typical age at presentation ranged from the third to the fifth decades [8] [9] [10] . In this series, SFT most frequently occurs during the fifth decades of life (Supplementary Figure 2) . The majority of investigation about SFT are based on single-center experience and mostly include no more than 30~50 cases. Given their small sample size, those investigations are often not sufficiently powerful to detect small differences in survival analysis according to common demographic factors such as age, gender and race. In our current investigation, patient's age, gender and race were analyzed as categorical variables in both univariate and multivariate survival analyses. The results demonstrate that apart from the age, no survival difference in DFS or OS was found to be associated with race or gender ( Table 2 and Supplementary Figure 2) . Up to date, more than two thousand studies are available about SFT in the PubMed. SFT is reported from a variety of tumor locations. In accordance with previous reports, SFT occurred at any age-period and any site of the body in present series (Supplementary Figure 1) . To better characterize, we categorized the tumor location into five groups (CNS, HN, TAPC, extremity and other location), although there are many other possibilities to categorize the tumor location. In this categorization, significant survival differences were found, where HN and TAPC SFTs were favorably associated with DFS (Ref -CNS) in univariate survival analysis. However, tumor location was not an independent prognostic indicator in multivariate survival analysis for neither DFS nor OS. Well consisting with our current results, previously, investigators found survival difference between CNS and extra-CNS site SFTs, and no association was found between the primary tumor site and survival [11] .
The TNM/AJCC staging system plays important roles and it helps the oncologist in making a treatment protocol and evaluating a prognosis of cancer [12] . In this series, one of the most incomplete data was TNM/ AJCC staging information and only 55 patients' data were available. However, important findings emerged. There was a significant survival difference in AJCC stage I + II versus AJCC stage III + IV. The small number of patients with AJCC stage in the Cox model did not permit a multivariate survival analysis for independent prognostic factor. In our previous report, we also failed to perform the AJCC stage in multivariate survival analysis of HN SFT due to the incomplete staging data. As far as we know, there aren't any report regarding TNM/AJCC stage identified as an independent prognostic variable for SFT. Nevertheless, detailed SEER stage data was available in this study and it was an independent prognostic indicator not only for DFS but also for OS.
Whether the SFT patients can benefit from RT is most widely investigated hot topic, especially in the CNS SFTs [13] [14] [15] [16] [17] . One of the main interests of this study is to hopefully confirm the role of RT in SFT treatment. The RT for SFT has been widely used alone or combined with surgery as part of the management algorithm for several decades. Until now, the role of RT in SFT treatment is still controversial. Lately, investigators analyzed 227 CNS SFT cases in the SEER database during the years of 2000-2009 and confirmed a survival benefit for patients treated with surgery in combination with adjuvant RT, while the effect was not appreciated with surgery alone. In another series, investigators found that treatment protocol of combined adjuvant RT with surgery seemed to hinder tumor progression, but had no effect on OS [18] . The addition of adjuvant RT to surgery improved the local recurrence, but did not increase overall survival of patients with HN SFTs [7, 19] . Owing to lack of data about recurrence, we were unable to confirm whether the RT could decrease the local recurrence in current series. We categorized treatment modalities including surgery and RT as surgery with RT group and compared its treatment outcome with surgery alone. The results demonstrate that surgery alone group had higher DFS and OS, and statistical significance was only found in DFS ( Figure 1H and Figure 2H ). It is noteworthy that mostly advanced stage SFT patients received RT pre-or postoperatively, and RT was added to early stage SFT once coming across common adverse prognostic factors after surgery such as high pathologic grade and unconfirmed surgical margins [6, 7, 10] . As retrospective study, it is almost impossible to make a standard survival comparison between patients treated with surgery alone and surgery with RT. Because those patients did not even have similar TNM/AJCC stage. Therefore, it is difficult to draw a firm conclusion that SFT patients cannot benefit from RT. Multi-center prospective controlled clinical studies are necessary to further confirm the role of RT in SFT treatment. We acknowledge the limitations that come with our investigation. In the SEER database, data on important factors such as TNM/AJCC stage and pathologic grade are incomplete. Establishment of the role of chemotherapy is another important issue. A notable limitation of the SEER database is that there is no chemotherapy information available for analysis. In addition, not all patients have complete information.
CONCLUSIONS
In summary, to the best of our knowledge, the present comprehensive analysis of the overall 804 cases from SEER database is the first of its kind to clearly define the demographic features, clinicopathologic characteristics, treatment outcome and prognostic factors of patients with SFT, and is also the largest SFT series to date. Despite the above limitations, for the first time we found that the age > 51 years 
MATERIALS AND METHODS

Date extraction
SEER*Stat software from the National Cancer Institute (Surveillance Research Program, National Cancer Institute SEER*Stat software, http://www.seer.cancer.gov/ seerstat, Version 8.2.1) was applied for data extraction. International Classification of Diseases for Oncology (ICD-O-3) codes for hemangiopericytoma (9150) was used for identification of cases with a diagnosis of SFT registered in the SEER database.
Variable selection and statistical analysis
The study variables included gender, age, race, marital status, contract health service delivery areas (CHSDA) region, primary tumor location, SEER stage, American joint committee on cancer (AJCC) stage, pathologic grade, treatment modalities, follow-up time and outcome status. Not all of the cases that we identified contained all these data. Collected data were analyzed using the software of the Statistical Package for Social Sciences, version 18.0, for Windows (SPSS, Chicago, IL). Differences in the numerical variables were assessed using the Student's test or non-parametric Wilcoxon test. The chi square test or Fisher exact test for categorical variables was used for two group comparisons of parameters. The survival curves were generated using the Kaplan-Meier method, and the log-rank test was performed to evaluate the survival difference. Adjusted hazard ratios (HRs) along with 95% confidence intervals (CIs) were calculated using the Cox proportional hazards regression model. When the P value was < 0.05, the difference was regarded as statistically significant. All statistical tests were two tailed.
